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EXECUTIVE SUMMARY

The General Assembly of North Carolina, in its 2@@&ksion, passed legislation to
establish the Comprehensive Treatment Services&ro@CTSP) for children
(children/adolescents) at risk for institutionali@an or other out-of-home placements.
The Department of Health and Human Services (DHMS) charged with the
implementation of the Program in collaboration witte Division of Social Services
(DSS), Department of Juvenile Justice and Delinguétrevention (DJJDP), the
Department of Public Instruction (DPI), the Admingdive Office of the Courts (AOC)
and other relevant State agencies to provide appatgand medically necessary
residential and non-residential treatment alternas for the target population.

The infrastructure for Program implementation ispilace and progress continues with
expansion and quality improvement.

. The mechanism for funding community-based alteveatand eligibility
criteria was expanded in 2004 legislation.

. Collaboratives formed at the State and Local comtylgvels continue to
build capacity through policy and guideline devehsnt.

. Local Management Entities (LMES) continue to proenGbnsumer
Family Advisory Councils (CFACs) and better suppmmsumers and
families in full participation and leadership.

. Families are represented in the State CollaboratikLocal Community
Collaboratives, which continue to formalize thefustures.

. An integrated Memorandum of Agreement (MOA) existswveen all
relevant agencies at the State and local levels.

. The array of medically necessary non-residentidlrasidential services
has expanded through the development of new sedeifteitions,
approved in December 2005.

. Expansion continues with evidenced based, besearalging best
practice community based services with new de@ingiimplemented
March 20, 2006.

. The Program served 12,056 children/adolescentsia scal year (SFY)
2005-2006.




INTRODUCTION AND HISTORICAL CONTEXT

It has long been recognized in the public senvielel that children/adolescents with
complex mental health challenges can be kept outstifutional facilities through a
coordinated and community-based system of servikesearly as 1969, the Joint
Commission on Mental Health of Children called ddoroad array of services for the
prevention and treatment of mental iliness aftevexyear study that started in 1964. The
President’'s Commission on Mental Health urged adioation of services in 1978. But
not until the Willie M. Program (Soler and Warbd&90 was the concept “system of
services” translated into practice on a massiveescehe Willie M. lawsuit guaranteed
that each child/adolescent in the class had tln tagindividualized treatment based on
needs, rather than available services, and to thege services provided in the least
restrictive setting possible. The Willie M. programded in 1998, when the lawsuit was
dismissed and the State was found to be in congdianth the stipulations of the
settlement (North Carolina Department of Health Hiadhan Services and North
Carolina Department of Public Instruction, 1999).

The termination of the Willie M. lawsuit in 1998gwided the opportunity to extend the
delivery of a continuum of services to all childf@tolescents with serious mental,
emotional, and behavioral difficulties in all coigst throughout the State. In its 2001
session, the General Assembly of North Carolinagésegislation to establish the
Comprehensive Treatment Services Program (CTSRhitiiren/adolescents at risk for
institutionalization or other out-of-home placensgmarking the beginning of a
statewide implementation of System of Care (SO@¢gtres and principles.

The NC Collaborative for Children, Youth and Fassliivww.nccollaborative.orgwas
formed in 2001 to promote a coalition among agencieed by the NC General
Assembly in the legislation that established thegPam. The Child Mental Health
portion of the State Mental Health, Developmentalabilities, and Substance Abuse
Services (MH/DD/SAS) Plan is explicit in its suppof SOC. The goal under the plan is
to provide a “system of quality care, which inclagecessible, culturally sensitive,
individualized mental health treatment, interventamd prevention services delivered in
the home and community in the least restrictive mdt consistent manner possible.”
The emphasis on System of Care practices and plenancluding interagency
coordination and collaboration in partnership viahilies and children/adolescents as a
practice platform embraced by mental health refbas been the catalyst for developing
an inter-divisional and inter-departmental appro@cserving children in communities,
significantly shaped by the families served. Transfation of the MH/DD/SAS system
embraces other essential components of a comprigbe3®C which are also
emphasized in this special provision.

This report summarizes the progress achieved iteimmgntation of the CTSP pursuant to
Section 10.25 (a) & (m) of Session Law 2005-276dbe Bill 622.



PROGRESSIN MEETING PROGRAM INDICATORS

SECTION 10.25. (a)

The Department of Health and Human Services sloaliicue the Comprehensive
Treatment Services Program for children at riskifgstitutionalization or other
out-of-home placement. The Program shall be imphéeaaeby the Department in
consultation with the Department of Juvenile Jusdad Delinquency Prevention,
the Department of Public Instruction, and other agpiate State agencies. The
purpose of the Program is to provide appropriatel amedically necessary
residential and nonresidential treatment alternasivior
children(children/adolescentsi risk of institutionalization or other out-of-h@m
placement. Program funds shall be targeted for Madicaid eligible children.
Program funds may also be used to expand a SOMappifor services to
children/adolescents and their families statewilge Program shall include the
following:

(2) Behavioral Health Screenings for all childréchildrenadolescentsat risk of
institutionalization or other out-of-home placement

. Behavioral health screenings are performed for all
children/adolescents in the target population using
standardized Screening, Triage and Referral prbtmco
Local Management Entities (LMEs) and community
providers serving children/adolescents with severe
emotional disorders.

. In 2005, an initiative of the Division of Social I8ees
(DSS) and DMH/DD/SAS with a cross-section of other
community agencies, community providers and acaclemi
researchers was formed to explore and develop coammo
rules, definitions, protocols and guidelines based
evidenced-based, best and emerging best practices.
focus of the initiative was to promote the contigpwf care,
services and supports to children/adolescents ngddster
care or in the foster care system. Ongoing workinaes,
as both divisions work to improve access, initiad a
comprehensive child/adolescent and family assegsmen
for risk, safety and treatment. Efforts continnaligning
policy and practice with screening, assessmernumsnts
andprotocols across child/adolescent serving agencies.



(2)

Eligibility determination for CTSP services is anp
process with the referring community agency, the
parent/caregiver, and the LME completing the assess
process as a team.

Health Check, which is a component of Early, Pedod
Screening, Diagnosis and Treatment (EPSDT), inre jo
collaborative agreement with the Division of Medica
Assistance (DMA) and Department of Public Health
(DPH), is a statewide comprehensive system fory eatl
periodic screening of children/adolescents fronthitio 21
years old who are Medicaid eligible.

Health Choice (State Children’s Health InsuranaegRrm
in NC) continues to offer services and supports for
children/adolescents with behavioral health caexlaevho
are uninsured in coordination with DMH/DD/SAS, DMA
and DPH.

Appropriate and medically necessary residential and-
residential services for deaf childréchildren/adolescents who are
deaf, hard of hearing (HOH), deaf-blind)

The State has eligibility protocols to better idignand serve
children/adolescents who are deaf, HOH or deafdfion
specialized mental health, developmental disabdliind substance
abuse services.

Specialized staff fluent in American Sign Langué§8L) provide
direct services to children/ adolescents qualifforgCTSP. Staff
work closely with public school systems, the twatstschools for
the deaf, advocacy groups, community collaboratisesa
Authorities and County Programs, consumer and gesvi
organizations, and family members to ensure tha $finciples
are utilized and specializesgrvices are coordinated. When staff
are unavailable to proved direct services, theetasists local
programs with making service language accessibtaighh its sign
language program.

In SFY 2006, the LMEs used CTSP funding to provadgyuage
accessibly mental health services to children/adeliets who are
deaf and meet CTSP guidelines. The funding wasitohase
interpreting services that enabled eligible chidaglolescents who
are deaf to access specialized therapy and evaiusgrvices.

The total Integrated Payment and Reporting SysteRS)
payment for SFY 2005-2006 for 103 children/adolesc&ho are
deaf/HOH was $75,190.



(3)  Appropriate and medically necessary residential and
residential treatment service, including placemdatssexually
aggressive youth (children/adolescents with chaglileg sexual

behaviors).

. Children/adolescents with challenging sexual bedravtontinue to
be identified and included as a part of the tapggiulation eligible
for CTSP funding.

. Statewide data base of independent practitionessdewaeloped by
DMH/DD/SAS to provide resources for evaluating &mting
children with challenging sexual behaviors, andestments
adjudicated or at risk of adjudication for sexualhaviors.

. Appropriate and medically necessary residentialreord
residential treatment services for children/ad@ess are being
addressed in the service definitions, includinggbiastic
Assessment, Community Support, Intensive-In-HonteMalti-
Systemic Therapy (MST); Substance Abuse Adoledcgensive
Outpatient Treatment that became effective in Ma@D6.

. Division research is being conducted on eviden@sth, best and
emerging best practices for working with childrelolescents with
challenging sexual behaviors within a SOC approach.

. DMH/DD/SAS partnered with DSS, the Center for Gtahd
Family Health-NC, Duke National Center for Childalimatic
Stress and other organizations to support a theae@hild
Treatment Program — Pilot initiated by the Univigrsif North
Carolina at Chapel Hill and the Center for Childl &amily
Health-NC to provide evidenced-based treatmentiidd sexual
abuse in northeastern North Carolina.

. In an on-going effort to keep providers informdawolving
best practice treatments/ interventions acrospeatrum of
child/adolestsexual behavior problems, DMH/DD/SAS
provides traigiopportunities through the Annual Statewide
Community Suppend Targeted Case Management Conference.

(4) Appropriate and medically necessary residential and-
residential treatment services, including placeradat youth
(children/adolescents) needing substance alsisestance-related



use)treatment services and children(children/adolessewith
serious emotional disturbancéSED).

. Legislation in SFY 2004 provided for policy and deiines to be
put in place for SFY 2005 to provide more flexityilin the use of
funds. This provided additional services and suigptor benefit
children/adolescents with substance-related usedbss who are
at risk of out-of-home placements.

. Residential and non-residential services and suppor
children/adolescents with substance-related usedbss are being
addressed through a revision of the rules andsadefinitions to
better reflect evidenced based, best and emergisigdbactices
through a SOC approach.

. Substance Abuse Treatment Block Grant funds are
dedicated to the development of community-based
treatment options for children/adolescents withssartce-
related use issues

. On July 20, 2005, an award from the Substance Abnde
Mental Health Services Administration was issueadTioe
Adolescent Treatment Coordination Grant for theqakof
August 1, 2005 — July 31, 2008. The project wiNelep a
sustainable infrastructure for substance-related us
treatment coordination that will strengthen theaxay of
the DMH/DD/SAS to serve adolescents in need of
substance-related use disorders and their famili@s.
project builds on an existing collaborative effoetween
parents and adolescents, DMH/DD/SAS, DJJDP and othe
child/adolescent serving public and private agenagepart
of the operationalization of the CTSP and the Mamgag
Access for Juvenile Offender Resources and Services
(MAJORS) Program.

(5) Multidisciplinary case management services, as aged

. Child and Family Teams (CFT) are the vehicles fenspn-
centered planning (PCP). The primary provider seage
the “clinical home” and is responsible for convanthe
CFT and facilitating the family-centered process of
identifying strengths and needs, developing g@ald,an
action plan. The intent of the person (child/adoént and
family) centered planning is to provide continuitiycare to



(6)

(7)

ensure that desired outcomes are achieved. Cndis a
transition planning are elements of this planninocpss.

. The new and enhanced service definitions implendgeinte
SFY 2006 integrate case management functions with
therapeutic interventions increasing the availgbdnd
coverage of evidenced-based, best and emerging best
practice services and supports.

A system of utilization review specific to the natand design of
the Program.

. CFTs identify and assess the needs of each
child/adolescent, in equal partnership with theifano
ensure comprehensive care.

. DHHS through DMA established a single statewidedosn
who provides Utilization Review (UR) for Medicaid
services. ValueOptions has incorporated the SOénésas
components into their UR protocols. Further devedept
of a system of UR is underway through the State Pla
transformation efforts, and the person centerednhay
process, to better ensure the right intensity nfises
needed throughout the implementation of the perso
centered plan..

Mechanisms to ensure that children(children/adaess) are not
placed in department of social services custodyterpurpose of
obtaining mental health residential treatment seegi

. The DSS-DMH/DD/SAS Memorandum of Agreement
(MOA) developed in SFY 2002-2003, makes clear that
unnecessary placements with the DSS are not allowed

. The NC State Collaborative for Children, Youth and
Families has recommended that the Social ServitmkB
Grant Plan include an allocation to serve as alflex
source of funds with specific requirements to diver
unnecessary DSS custody.

. In keeping with the principles of SOC and the ouotes identified
and implemented in the PCP, children/adolescentive services
in the least restrictive and most community-basating) possible.
In no instance, should families have to give ugag of their
children/adolescents in order to obtain appropsat®ices.



(8)

Mechanisms to maximize current State and localSwamd to
expand use of Medicaid funds to accomplish thenirgéthis
Program.

. In a memorandum from the DMH/DD/SAS on December
3, 2004, Area Authority and County Program direstor
were notified of additional CTSP Funding Guidelifies
UCR and Non-UCR funds effective December 1, 2004.
The changes allow for the expansion in 2005 olge of
CTSP funds for additional children/adolescents ateat-
risk for out of home placement, and for additional sarfgp
and services. The guidelines were to increasébfléy in
the use of UCR and Non-UCR CTSP funding to support
and sustain SOC principles as a best practice miggn
framework for children/adolescents with mental tteal
and/or substance use disorders.

. The CTSP guidelines also support and encouragestnef funds
for training and technical assistance to faciligstem change,
increase community capacity to establish evidemesed, best
and emerging best practices, prevention and eatdyvention
services and support child/adolescent and famitiigigation in
our system.

. Research in evidenced based, best and emergingraesites
indicates that in-home services such as Intensivddme and
MST promote family preservation and have positivecomes for
children with SED and their families. As a respotwsthis, a
Request for Applications (RFA) to Area Authoritisd County
Programs was issued by the Division in SFY 2006tHe
distribution of $1.8 million in MH/DD/SAS Trust Fdis. Funds
were allocated as start-up funding to increasaltddblescent
mental health community-based services capaciimding was
specifically identified for the establishment ofdnsive In-Home
services, with respite and crisis components, @nttance existing
Intensive In-Home services in the communities.

. CTSP funds served 12,055 children/adolesdar@&Y 2005-
2006, compared to the 13,201, served in SFY 2@D562

. According to the MH/DD/SA Budget and Finance Office
for children/adolescents served as CTSP eligibke, t
majority of funds, $278,410,084 were paid through
Medicaid. The funding expended through the Integgrat



Payment and Reporting System (IPRS) for UCR
expenditures, $11,796,385, and Non-UCR expenditures
$4,431,225, totaled $16,227,610 for SFY 2006-2007.

. A comparison of UCR and Non-UCR paid claims3FY 2004-
2005, SFY 2005-2006 and SFY 2006-2007:

SFY 2004-2005

SFY 2005-2006 SFY 2006-2007*

UCR $25,089,268 | $22,495,115511,796,385
Non-
UCR $2,720,957 | $2,037,887 | $4,431,225

*The decrease in the use of CTSP funds from SF¥4208 to SFY 2006 - 07 reflects the increase in
Medicaid eligibility children/ adolescents.

* The numbers do not include data for both Piednaomt Smoky Mountain as a result of their pilot

demonstration projects.

9)

. New and enhanced service definitions went intoceéfféarch 20,

Other appropriate components to accomplish the Rrogs purpose.

2006, providing services and supports and a casageanent
model of delivery, within the context of each seevdefinition.
This represented a time period of slightly morentBanonths,
from March 20, 2006 through June 30, 2006.

Service Definition* M edicaid Funds IPRS Funds
Expended Persong  Expended Persa
** Community
Support $85,609,112 | 18,019 $1,728,086 1,156
Intensive In-
Home $856,228 259 $45,220 21
Multi-Systemic
Therapy $225,701 60 $41,430 17
Totals
$86,691,041| 18338 | $1,814,736 1,194

* Service Definitions provide a description of the service to be proditte

addition to the components required to pievhe service, Medicaid and

IPRS codes are assigned for billing purposes
*Community Support, Intensive In-Home and Muitystemic Therapy
definitions can be found on the Division'shgite:

ncdhhs.gov/mhddsas/servicedefinitions/index.htm

(10) The Secretary of the Department of Health and HuBenvices
may enter into contracts with residential serviceyiders.

10

ns



. Contracting with residential providers has been
successfully managed at the LME level; however, if
necessary the Secretary of DHHS may enter intaracist
with providers.

(11) A system of identifying and tracking children
(children/adolescentglaced outside of the family unit in group
homes, therapeutic foster care home settings, #mel out-of-
home placements.

. All LMEs are billing IPRS except for Smoky Mountain
Center and Piedmont Behavioral Health Care who are
engaged in pilot demonstration projects which ideltheir
CTSP funding.

SECTION 10.25 (b)

In order to ensure that childredtildren/adolescentsit risk for institutionalization or
other out-of-home placement are appropriately seitwe the mental health,
developmental disabilities, and substance abusaces system, the Department of
Health and Human Services, Division of Mental Heallevelopmental Disabilities, and
Substance Abuse Services shall do the followingnegpect to services provided to
these children:

(2) Provide only those treatment services that are oalgi necessary.

. Service definitions identify medically necessarigility
Criteria, Continued Stay Criteria and DischargeeCia. These
criteria provide guidance for the decision-makimggess in
ensuring the needs of children/adolescents aréyieantified,
addressed and reassessed for services, and suppmest
treatment needs and outcomes.

. The DHHS, through leadership of DMH/DD/SAS, is ae with
the implementation of the Program in collaboratioth the DSS,
DJJDP, DPI, and other relevant State agenciesowadgw
appropriate residential and non-residential treatraiernatives
for the CTSP eligible population.

(2) Implement utilization review of services provided.

11



ValueOptions is the statewide authorizing agemtatermining
medical necessity for treatment services for Madietigible and
Health Choice children/adolescents.

The LMEs are the authorizing agents for state fdrsivices for
which the Division of MH/DD/SAS is authorized thigiu
appropriations and other federal or foundation fngd

(3)  Adopt the following guiding principles for provisiof services:

(@)

(b)

(€)

Service delivery system must be outcome-orientdcaaluation-
based.

. The essential elements of SOC System of Care peacti
requires adherence to the principles referencélae2004-
2005 legislation. CTSP continues to be implemented
through a statewide SOC approach, i.e., outconmesml,
evaluation-based.

. Outcomes data is being collected for children/ast®ats
through the North Carolina Treatment Outcomes and
Program Performance System (NC-TOPPS).

Services should be delivered as close as possititeetchild’s
home.

. The SOC principle of community-based services is
promoted throughout the system. Child and Famégris
work to ensure that services for a child/adoleseeaias
close to home as possible. Local Collaboratives alork
to increase community capacity so that servicedecke
their area are available.

Services selected should be those that are maserffin terms of
cost and effectiveness.

. The integration of all involved parties in one
comprehensive CFT reduces duplication of servioés a
fragmentation of delivery. Services delivered thiese
agreed upon by the CFT and approved through thewev
process.

12



Evidence based, best and emerging best practices,
including the SOC approach continue to be idermti&ad
developed for implementation through service datins
and rule revision to ensure efficient and effecteevices
and supports.

The DMH/DD/SAS is continuously aware of researctl an
evaluation on evidenced based, best and emergstg be
practices for children/adolescents. Since theptior of
the North Carolina Practice Improvement Collabegati
(NCPIC) in 2005, the DMH/DD/SAS receives
recommendations regarding effective practices whare
been carefully reviewed by clinical experts. In SEX06-
07, the NCPIC reviewed Trauma-Focused Cognitive
Behavioral Therapy (TF-CBT) for implementation i€N

(d)  Services should not be provided solely for the enr@nce of the
provider or the client.

Services are determined through the process aZEie
planning. Efforts to identify and address positife
outcomes and medically necessary needs of the
child/adolescent are a part of this planning. TRd's are
often lead by the family, often and usually incluiless
agency service providers so there is full community
representation and collaboration consistent wighSBC
approach.

(e) Families and consume(shildren/adolescentgre involved in
decision making throughout treatment planning aativery.

A core value of a SOC approach is the active inmolent
of families at all levels of service, program agdtem
activities.

A parent of a child/adolescent with SED co-chaies NC
Collaborative for Children, Youth and Families, aid
Local Community Collaboratives support and actively
encourage full participation of family members épresent
the interests of local families.

The Training Work Group of the NC Collaborativas

recently completed an interagency Child and Faifdsm
training curriculum, written from the family’s pgrsctive.

13



The training is delivered by co-trainers, one aggyerson
and one family member. It is currently being deted to
child-serving staff and family members in commuesti
across the state.

Recent allocation of CTSP funding includes a petage of
funds for which a plan can be submitted to the
DMH/DD/SAS by the community collaborative throuditet
LME to support the involvement of families in SOC.
Family members actively participate in the State
Collaborative and in Local Community Collaboratives

A high priority and key component of the Mentalatith
Planning Council is child/adolescent and family
involvement to ensure effective planning for sezgiand
supports for children/adolescents and their fasnilie

In addition to working through the State and Local
Collaboratives, the DMH/DD/SAS works closely with
organizations and advocacy groups who have a pyimar
interest in promoting health, social and emotional
development of children/adolescents to increasélyam
member involvement locally and on the state levidiese
groups include the Mental Health Planning Courbg,
Young Families Network of the National Alliance fo
Mental lliness, the Mental Health Association in NC
Families United and Powerful Youth, the NC Family
Support Network, Action for Children, the Covenéont
Children, Coalition 2010, NC Foster Family and hare
Association, NC Partnership for Children, Prevehil
Abuse in NC, Parent Advisory Council to DPH,
Exceptional Children’s Assistance Center, the ARGIO,
NC Autism Society, the NC Pediatric Society antepa
support groups in local communities.

Collaboratives, the planning structures with repreatives
from families and all child-serving agencies, conmity
stakeholders, and families are being supported and
maintained at the State and local levels.

CTSP legislation requires collaboratives to ineldamily

members and consumers who have children/adolescents
currently in the system or who haverbieethe system.

14



(4) Implement all of the following cost reduction segies:
(@) Preauthorization of all services except emergemeyises.

. CFTs, through the process of the PCP develop médica
necessary supports and services for positive oudsom

. Each service definition incorporates the Initial,
Continuation and Discharge Criteria which provide t
protocol for guiding decision-making in providingtright
intensity of service at the appropriate time.

(b) Levels of care to assist in the development otrneat plans.

. Services and training initiatives since 2006, suppMEs
in providing UR for all state-funded services,lutding
those funded by CTSP.

(c) Clinically appropriate services.

. The Eligibility Criteria and Continuing Authorizatn
Criteria describe the clinical indicators that sldoexist to
consider the authorization of a particular senand
facilitate care management.

SECTION 10.25 (c)

The Department shall collaborate with other affecBtate agencies such as the
Department of Juvenile Justice and Delinquency &ngen, Department of
Public Instruction, the Administrative Office oktourts, and with local
department of social services, area mental healtigrams, and local education
agencies to eliminate cost shifting and facilitatst-sharing among these
governmental agencies with respect to the treatraedtplacement services.

. The NC State Collaborative for Children, Youth d&ainilies’ list
of accomplishments is extensive. This group hasiged valuable
input into the NC-TOPPS, and supported the purdiugrant and
foundation funds at the state, regional and loeatls. The
Collaborative is represented by DHHS, DJJDP, DRIr@spective
divisions and staff from these state agencies, M&agency
Collaborating Council, for children birth-5 yearghwdisabilities
and their families, advocates, families, providesnmunity
collaborative partners, and the faith-based comtyuni

15



The primary focus of the CTSP legislation is thevsion of
services and system collaboration with a focustollien with
SED who are served by multiple agencies, and arer iat risk for,
out of home placement. Emphasis is placed on faimidglvement
and agency collaboration at local, regional antedevels and
promoting alternatives to residential treatment #ra outcomes
driven.

Through the collaboration of state agengti#gersions have
occurred from youth development centers, statehpairec
institutions, DSS custody and school suspensiod&apulsions.

Initiatives like the Managing Access for JuvenilgeDder
Resources and Services (MAJORS) program providaisi@ion,
diversion, training and technical assistance tetuite-related use
and SED juvenile justice involved children/adolegse

A cooperative agreement between DPI and the DHidiBtédes
compliance with the regulations set forth undett Ba(3-20) of the
Individuals with Disabilities Education Act (IDEAsamended) as
they pertain to children with disabilities servedidmth agencies.
This agreement focuses on providing educationaices for
students with disabilities that are in DHHS restddracilities.
The DHHS serves as a Local Education Agency (LEA) w
education.

SFY 2006, the Governor’'s CFST Initiative provideadds to be
allocated for CFST and LME Care Coordinators. Tisvided 18
positions in 15 LMEs. Priority was given to schodésignated in
the Governor’s Child and Family Support Team Itiie The
Care Coordinator serves as the primary contadh®schools in
the catchment area for children/adolescents andiésndentified
as having behavioral health issues. Other actsvitielude training
for school personnel; coordinating an in-depth ssms&nt when
routine or specialized screenings identify menésllth,
developmental disabilities or substance abuse sssunel
facilitating.

The NC State Collaborative for Children, Youth d&amilies
continues to meet monthly with the goal of imprayoutcomes
for children/adolescents and families, especiallyriot limited to
those with MH/DD/SA needs, through a SOC framework
community based services and supports.

In SFY 2006, the legislature made an appropriatiae Division
of MH/DD/SAS which in turn allocated funding to qugt a
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System of Care Coordinator in each Local Manager&atity
whose tasks include staffing local collaborativassuring family
involvement, providing technical assistance toprevider
community on the Child and Family Team model, andlity
management.

SECTION 10.25. (d)

The Department shall not allocate funds appropdaia Program services until

a Memorandum of AgreemgiMOA) has been executed between the Department
of Health and Human Services, the Department ofi@uistruction, and other
affected State agencies.

* The NC State Collaborative for Children, Youth d&ailies has been
successful in developing one integrated MOA betwaderelevant
State agencies, including DHHS, DPI, AOC and DS®&pA
Authorities and County Programs, and LEAs. The Md®neates
responsibilities of local child-serving agencies.

* The MOA was reviewed and updated last year and éffect and a
meeting of the relevant agencies included a reaegommitments
and necessary adjustments reflecting changing niemdad functions
among and within the individual agencies.

* The State level CTSP MOA between these agenciesipaated in
SFY 2006.

SECTION 10.25 (e)
Notwithstanding any other provision of law to tletrary, services under the
Comprehensive Treatment Services Program, are menhétlement for non-Medicaid
eligible children served by the Program.
» All training and correspondence relevant to thmd@mphasizes that
services are not an entitlement.

SECTION 10.25. (f)

Of the funds appropriated in this act for the Costmnsive Treatment Services

Program, the Department of Health and Human Sesvat®all establish a reserve

of three percent (3%) to ensure availability ofgadunds to address specialized
needs for children with unique or highly complerlgems.
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* The North Carolina DMH/DD/SAS issued the Decemhez(®4,
memorandum, “Expanded CTSP Funding Guidelines feaA
Authority/County Programs for UCR and Non-UCR Funds

* The Division approved Non-UCR CTSP funding realtawas for
eighteen LMEs. LMEs approved for Non-UCR expendisuare
required to submit year-end activity reports by Astg31, 2007. The
Non-UCR funding requests that were approved in 3606-2007,
totaled $4,431,225. Federal funding allocated thhatine Mental
Block Grant totaled $1,902,003 for SFY 2006-2007.

* Inthe August 31, 2004, DMH/DD/SAS Memorandum t@#r
Program Directors, LMEs can move up to 10% of thenigets to
Non-UCR. Also, 50% of CTSP unused funds are rebigdg®r the
following year; the remaining balance is reverted.

SECTION 10.25 (g)

The Department of Health and Human Services, ijuomtion with the Department of
Juvenile Justice and Delinquency Prevention, Departt of Public Instruction, and
other relevant agencies, shall report on the follgyProgram information:

(2) The number and other demographic information of chitdserved.

e From July 2005 through June 2006, a total of 12@%kiren and
adolescents with SED were actively served. Of tlobsleren and
adolescents for whom race was reported, 48% weuedSan,
50% were Black, with 2% being Native American and{sian.
For ethnicity of children/adolescents served, nibes16%
reported being Latino/Hispanic.

(2)  The amount and source of funds expended to impteimeeRrogram.

e The amount of $252,565,2%8&s expended to serve
children/adolescents in the program with the buigemded through
Medicaid funding paid July 2005-July 2006. Morertt3% of
eligible children/adolescents were deemed Mediehgible. This is a
result of the special provision’s intent to impraaxess to services for
those children/adolescents whose first payer wadiddél.

* The total expended through IPRS for UCR and Non-W@@Rings
was $16, 227,610, based on claims paid July 2086-2007. As a
result of the requirement to remove barriers faeasing this state
funding for eligible children/adolescents who aoe @ligible for
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Medicaid, increased utilization of funds resultecbigh Non-UCR,
which offered family supports and alternativesdsidential treatment
for children/adolescents in their community.

3) Information regarding the number of children screeénspecific
placement of children, including the placementrofdcen in programs or
facilities outside the child’s home county, andatreent needs of children
served.

» All children/adolescents referred for enrolimenbithe Program are
screened to determine whether they meet eligibsliteria and are
eventually entered into the IPRS database. Howdveitotal number
who was screened by all of the child-serving agesheiho did not
meet the Program’s eligibility criteria is unknown.

» Data Collected between July 1, 2006, and Decembe2(@6, on
6,183 children/adolescents through the web-based @EPS showed
most of the children/adolescents lived with theirgmts or guardians
(68%); 22% were in residential programs.

Living Situation

Parent or Guardian Home 68%

Residential Program 22%
Institution/facility 3%
Temporary Housing 1%
Other 5%

* The number of children/adolescents entering DS&dydor the first
time increased slightly from 6,008 in SFY 200561085 in SFY 2006.
However, the percentage of children/adolescents@aeed in non-
family settings declined from 21 percent in SFY 20@16 percent in

SFY 2006.
(4) Average length of stay in residential treatmeransition and return to

home.

Average Length of Stay in Residential Treatment SFY 2005- 2006
Type of Service Number of children/ Average Length of

adolescents served Stay (Days) per
person

Level Il 2,806 2,842
Level Il 3874 148.7
Level IV 177 130.6
Psych. Residential Treatment (PRTF) 316 136.5
Inpatient hospital 3,375 16.3
Total 10,548 3,274.1
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(5)

(6)

» Each of these services has specific medical negessgjuirements so
that a child’s/adolescent’s needs are matchedetadirect type of
residential setting and goals are specified inctiiel’s/adolescent’s
Person Centered Plan. When a child/adolescerdadiasved his/her
goals related to the residential service that isgpprovided, the
child/adolescent may transition back to his/herikaor to a less
intensive level of residential care if that is need A utilization
review process is in place to monitor progress tdvgmals and to
determine whether the child/adolescent is in ndaxbotinuing to
receive service at the current level of residersigaice or whether
services of less or greater intensity are indic&tadeet the
child’s/adolescent’s current needs.

The number of children diverted from institutiomsother out of home
placements such as training schoof®(th Development Centerahd
State psychiatric hospitals and a description @f $krvices provided.

* Initiatives like the MAJORS program provide evalaag training,
technical assistance and diversion from court meolent to
substance-related use juvenile justice involvettotm/ adolescents.

* With the dismissal of the Willie M Lawsuit, and thntegration of
children/adolescents into a more comprehensivey aifra
MH/DD/SAS, the LMEs no longer tracked diversions of
children/adolescents who were part of the Williedi&ss.

Recommendation on other areas of the Program teatiio be improved.

» Children/adolescents who are at risk for co-ocagrgervice needs
such as those experiencing fetal alcohol syndrgreetsum
disorder, those who have been exposed to commandgmestic
violence and other trauma will need a differentlesf clinically
trained professionals. These professionals willoked in
providing Trauma Based Cognitive-Behavioral ThgrapBest
Practice model of treatment. Recommendations asidiggrauma
needs are contained in three different reportdvi 3006: a
legislative study regarding domestic violence arghtal
health/substance-related use treatment needsstiute of
Medicine report on prevention of child maltreatmantl a school
mental health strategic plan through the NC Collatvee for
Children, Youth and Families.
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Building provider capacity as a whole continuebéaa focus,
especially in assessment, diagnosis, and implertemiaf
evidenced based practices and services in commsiniti

Cross-agency training and education has increastuaipast two
years, especially between DSS and DMH/DD/SAS asal aith
DPI and DHHS/DMH/DD/SAS and DPH. This is a congduand
expanding need to help staff from various childlagdcent-serving
agencies to better understand each agency’s rofe igervice
delivery process, individual mandates, and poteb&eiers to
service coordination for each agency.

Private providers, children/adolescents and fasidientinue to
need incentives for on-going training opportuniteensure the
System of Care approach and community collaborasidreing
successfully integrated into all level of supp@mnsl services.
Training should particularly address and providalgace in
utilizing CTSP funding in innovative, non-tradit@nwvays as well
as the more traditional ways of doing business.

Particular emphasis is and must be on assurirfgrallies and
child/adolescent serving providers receive trairongll phases of
“Implementing Child and Family Teams from a Fansly’
Perspective” (team building, facilitation, superrsand
evaluation) as a coordinated cross-agency funded.ef

In addition, concerted effort must be given to asshat all

families and stakeholders receive training on chigpa provider,
informed consent and decision-making.
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